1. Definite Psychosomatic, of which details are shown in Table 1 of the present paper. 2. Probably Psychosomatic. This includes migraine, peptic ulceration, functional disorders of stomach and intestine, peritoneal adhesion, prutitus, and headache. 3. Possible Psychosomatic. This is a long list, of which highlights are various, allergic conditions, benign hypertension, menstrual and menopausal disorders, arthritis, and certain genito-urinary symptoms. 4. Accidental Injuries. 5. Indefinite Psychosomatic. This includes general vague symptoms, and other ill-defined and unknown causes of morbidity and mortality. 6. Other causes of disease in the International list. The term "psychosomatic" in the first item is no longer used by the originators of the classification. This should therefore read: "Definite Psychiatric Diagnoses".
The table given below shows the percentage of all P.S.I. expenditures in the comprehensive plan, under each diagnostic category, the number of sickness episodes, total services, and sick persons per 1,000 participants during one year.
Disease episodes, or spells of illness or sickness, were determined by a study of each patient's account cards submitted by physicians over a period of one year. It was easy to determine separate episodes of acute illness, but chronic conditions had to be decided upon in a more or less arbitrary manner. In general, illnesses separated by a period of apparent good health of one month or more, were regarded as separate episodes. It will be noticed that most of the psychiatric diagnoses in our tables were regarded as chronic conditions, as the number of "episodes" per 1,000 participants, were in most cases just about the same as the number of "persons" involved.
This material gives a composite picture of psychiatric diagnoses by Ontario physicians, specialists as well as general practitioners. Obviously, diagnostic criteria for these conditions may show great variation, as is shown in Table II , There also appear to be real variations in prevalence in different areas and types of population.
The "narrow" classification used in Table II would be those psychiatric conditions of a serious nature, which would usually be referred for specialist psychiatric treatment, while the "broad" classification would include many shades of the disease spectrum, some of which would be treated by general physicians, or not treated at all.
The commonest sickness episodes shown in Table I are Anxiety Reaction without Somatic Symptoms (code 310), followed by Nervousness and Debility (code 790), Psychoneurotic disorders, other mixed and unspecified (code 318), Psychoneurosis with somatic symptoms affecting the Digestive System (code 316), Primary Childhood behaviour disorders (code 324), followed by Psychoneurosis with Somatic Symptoms affecting the Circulatory System (code 315), Psychoneurosis with somatic symptoms affecting other systems (code 317), and Neurotic Depressive Reaction (code 314).
The major psychoses are uncommon in the P.S.I. group, which is relatively favoured, having an excess of young working adults and children, compared with the total population of Ontario.
The prevalence of "Definite Psychiatric" conditions in the P.S.I. material corresponds well with those found by Smiley et al l l in the Windsor data.
From material collected from the Psychiatric Outpatients Department of 8.7% 9.4% 2.7% the Westminster Hospital, London, Garmany-finds a higher proportion of depressions than are shown in the P.S.I. data, as may be expected. It should be mentioned that the P.S.I. material covers services by all physicians, not only psychiatrists. According to Garmany, anxiety states are often diagnosed when other states are basic and anxiety a secondary phenomenon. This is particularly the case with depressions. An anxiety state may be defined as an interreaction between a constitution which is some way.predisposed, and operative existing stress factors.
The stress factors considered to be operative in his series of 158 cases are shown as follows:
Personality 70% Financial Domestic 35% Housing Work 20% Physical Other Social None Factors 10% Ascertained 8.7% The factors recorded are not mutually exclusive and in some cases two or more were present, which explains why the percentages add up to more than 100.
Personality factors were considered important in 70% of the cases in this London group and of these factors an obsessional character was by far the 
Summary
diagnoses in diseases of emotional origin are most common. The obsessional personality creates stresses wherever it goes, because of the high standards it demands and its difficulty in delegation. An example might be afforded by the obsessional housewife who copes very well in a flat and then develops anxiety symptoms after moving into a house; or a patient who coped very well with his six companies, but developed bad panic attacks when his father died and left him another nine. No doubt many of the cases of psychoneurosis with somatic reference to various systems are also anxiety reactions.
Primary childhood behaviour problems are present to a small degree and this poses the question of the need for wise psychiatric care, possibly for the parents as well as for these disturbed children.
From our material, there were 1,384 sickness episodes per 1,000 participants during one year for all types of illness. It is of interest to note that in the Canadian Sickness Survey 1,156 sickness episodes were reported per 1,000 persons in 1950-51.
In his excellent papers, which are based on the Sir Charles Hastings Prize Essay for 1955, Watts," an active general practitioner in the United Kingdom, has shown that two-fifths of his cases of mild endogenous depression presented as possible organic disease. Most of these cases do not reach a psychiatrist and they could in most instances be adequately dealt with by general practitioners. It should be noted that mild endogenous depression is a self-limiting disease which in 85% of cases remits after a few months or years. But this state should be recognized and such patients can be greatly helped by their family physicians.
The condition is frequently disguised, and is often misdiagnosed either as an anxiety state or as an organic illness. It can also occur as a graft on to established organic disease.
The good general practitioner knows his patient over a period of years and he alone can notice slight changes in personality which may indicate mild depressive states. By careful physical examination, combined with other necessary diagnostic aids, he can exclude organic disease. Interest in mental disease certainly does not mean a slovenly approach to clinical diagnosis. For the good physician the exactly opposite situation applies.
The present information is presented in the hope that it will serve as encouragement for further research in psychiatric disease in this country. 
